N eurological symptoms related to acute aortic dissection have been reported",2 and have been found to clearly worsen the prognosis. 3 However, their mechanism is generally unclear because such patients usually rapidly died. New screening tools such as transesophageal echocardiography, color-coded Doppler echocardiography, and magnetic resonance imaging are now available for the diagnosis of aortic arch and common carotid artery dissections4 and should allow a better understanding of the mechanism of cerebral infarction in such cases. We had the unique opportunity to compare the usefulness of these new noninvasive techniques with angiography in a patient presenting with an ischemic stroke as the first symptom of aortic and common carotid artery dissections.
Case (Fig 1 left) . Transcranial Doppler was normal. Transthoracic echocardiography was normal, but thoracic aorta was poorly visualized. Transesophageal echocardiography was performed under local anesthesia, mild sedation (midazolam 5 mg IV), and continuous blood pressure monitoring. It showed a dissection involving the ascending aorta, the arch, and the thoracic aorta (Fig 1 right) . The showed the false channel in common carotid arteries and along the thoracic and abdominal aorta (Fig 2) .
Aortography confirmed the lesions and showed an involvement of the abdominal aorta, left renal artery, and both common femoral arteries (Fig 3) However, in such a severe condition the exact mechanism is usually determined at autopsy.27 The common carotid artery can be occluded at its origin by progression of the false lumen with subsequent thrombosis or by intimal detachment at the branch orifice. It can also be involved by the upward progression of the dissection without lumen occlusion. In our patient, it was demonstrated using color flow duplex scanning of extracranial arteries and transesophageal echocardiography (Fig 1) . This is, to our knowledge, the first case report of a living individual with combined common carotid and aortic arch dissections demonstrated by these noninvasive techniques.
The common carotid artery is often poorly visualized at aortic arch angiography, and this might explain why the association of aortic and common carotid artery dissection, although common at autopsy,7 was never reported intravitam.8 9 Doppler color flow imaging with B-mode duplex scanning is now recommended for the diagnosis of common carotid artery dissection. 8 Aortography is still considered the gold standard to demonstrate the dissection of the aorta and its branches and recognize aortic valve incompetence; furthermore, it allows coronary angiography. However, it is an invasive and potentially dangerous procedure that requires several injections of contrast media and can be falsely negative. Both CT and ultrafast CT are accurate in detecting aortic dissection, its extent, and pericardial effusion in critically ill patients, but they give no information about the aortic valve and require several bolus injections of contrast material. Magnetic resonance imaging is useful to evaluate thoracic aortic dissection, flow void, and false lumen10 with a sensitivity of 90% and a specificity of 100%, but it cannot be performed in patients with assisted ventilation, metallic prosthetic heart valve, or pacemaker. Transesophageal echocardiography allows noninvasive bedside diagnosis of aortic dissection'1 with a 99% sensitivity and 98% specificity.12 It also assesses the ascending aorta, pericardium, and aortic valve and in most cases allows a decision regarding surgery to be made without other investigations.4"11'13"4 However, transesophageal echocardiography can be falsely negative in localized aortic arch dissections and falsely positive in the presence of echo reverberations. Transesophageal echocardiography is also acknowledged to be more sensitive than transthoracic echocardiography in searching for a source of emboli in patients with cerebral infarction. 16 The present case shows that it is probably the best way to diagnose aortic arch dissection in that situation and to follow up this lesion.
Aortic arch dissection is rarely seen at a chronic stage (with onset of dissection more than 15 days previously) because of the high mortality rate in the first 15 days. Rapid surgery is usually required' and significantly improves survival,3 even in patients with neurological symptoms.3 However, in the present case, the extension of the dissection from the aortic arch up to the bifurcation of common carotid arteries contraindicated surgery. Nevertheless, at 24-month follow-up the patient had no residual symptoms or signs, and duplex scanning and transesophageal echocardiography found a spontaneous echo contrast within the false lumen without any vessel dilatation or thrombus formation.
Painless aortic arch dissection can rarely occur with cerebral infarction and in that case is likely to be seen by neurologists. In that situation, Doppler color flow imaging and transesophageal echocardiography are accurate and complementary noninvasive techniques to detect aortic arch and common carotid artery dissections.
